The observed association between migration status and psychotic disorder is robust and relatively strong, but the underlying mechanisms through which migration status confers elevated risk for psychotic disorder remain poorly understood (Collip et al., 2008; Morgan et al., 2010; Rutter et al., 2006) . Accordingly, in an effort to contribute to a better understanding of the increased risk that is associated with migration status, the present study examined individual differences in schizotypal personality traits in a community-based sample of Moroccan migrants and Dutch nonmigrants. Schizotypal traits refer to relatively stable personality characteristics that resemble, but represent attenuated forms of, the clinical symptoms of schizophrenia, such as altered perceptions, paranoid ideation, odd beliefs, and restricted affect. It is believed that individual differences in schizotypal personality traits reflect differences in the latent, unexpressed genetic or biological vulnerability to schizophrenia (Lenzenweger, 2006; Meehl, 1962 Meehl, , 1990 Raine, 1991 Raine, , 2006 Tsuang et al., 2002; van Os & Linscott, 2012; Zubin & Spring, 1977) .
Therefore, we sought to determine, first, whether Moroccan migrants, who are at increased risk for psychotic disorders, as well as for mood disorders (Selten et al., 2001 (Selten et al., , 2012  Veling, Selten, Susser, et al., 2007) , would show elevated, more pathological levels of schizotypal traits as compared to a Dutch nonmigrant group.
Moreover, we examined the effects associated with migration risk status in relation to the effects conferred by a family history of a psychiatric or substance use disorder, which has a significant relationship to psychotic disorder (Arendt, Mortensen, Rosenberg, Pedersen, & Waltoft, 2008; Mortensen, Pedersen, & Pedersen, 2010; van Os & Linscott, 2012) , and represents a robust risk factor for psychopathology in general (McLaughlin et al., 2012; van der Stelt, 1999) . In line with vulnerability-stress models of schizophrenia (Cannon et al., 2003; Lenzenweger, 2006; Meehl, 1962 Meehl, , 1990 Morgan et al., 2010; Raine, 2006; Tsuang et al., 2002; Zubin & Spring, 1977) , we hypothesized that those Moroccan migrants who have a pre-existing familial load of psychopathology are at highest risk and, hence, would manifest the highest levels of schizotypal traits.
Furthermore, we evaluated the hypothesis that increased perceptions of ethnic discrimination among the Moroccan migrants would co-occur with higher levels of schizotypal traits, in light of the reported associations between perceived discrimination and clinically diagnosed psychotic and mood symptoms and disorders (Berg et al., 2011; Noh & Kaspar, 2003; Veling, Selten, Susser, et al., 2007) . Finally, we examined the separate and combined effects associated with migration risk status and family history risk status on levels of substance use and feelings of anxiety or depression, which also have been linked to psychotic and mood disorders (Ayalew et al., 2012; Cannon et al., 2003; Garety et al., 2001; Jones & Tarrant, 2000; McGrath & Murray, 2011; Sharpley et al., 2001; van Os & Linscott, 2012 ). The present study should contribute to a better understanding of the association between migration status and risk for mental disorder, so that this information may contribute to future risk assessment, early intervention, and public health policy.
hereafter referred to as psychopathology, were classified as having a "positive" family history of psychopathology (FHP) . Individuals who reported to have no family members with psychopathology were classified as having a "negative" family history of psychopathology (FHN) . Accordingly, each participant was classified as belonging to one of four groups defined by migration status (Moroccan migrant or Dutch nonmigrant) and FH (FHP or FHN) ( Table 1) . Participants were recruited individually over a period of several months (2011) (2012) in a few larger cities located in the southern parts of the Netherlands. They were recruited from public areas, high schools, community colleges, club houses, and mosques by the second author (D. B.), who was highly familiar with the language, culture, and religion of the Moroccan community, an ethnic minority population which is usually difficult to reach. The second author recruited the participants and collected the data as a partial fulfillment of the requirements for a master's degree in psychology at Tilburg University. There were no exclusion criteria, except that participants had to be younger than 40 years of age and to possess sufficient proficiency of the Dutch language to understand and fill out the questionnaires. All participants were community volunteers, who did not receive any compensation for their participation.
Materials and Procedure
Migration Status and Family History of Psychopathology -Each participant was asked to fill out a questionnaire, which typically took no longer than 30 minutes to complete. The questionnaire was constructed by adapting and modifying the health questionnaire used by one of us in previous research (van der Stelt, 1999) . The questionnaire included questions about the person's age, gender, date of birth, birth place, birth places of mother and father, and the occurrence of psychiatric or substance use disorders among his or her family members. Considerable care was taken to assure each participant that his or her answers will be kept strictly confidential, absolutely not shared with third parties, and only be used for scientific purposes in aggregate form, omitting any identifiable information. The study was approved by institutional review. Written informed consent was obtained from each participant. As described in the prior section, these data were utilized to classify the participants by migration status and FH (Table 1) .
Schizotypal Personality Traits -A Dutch translation of the full-length Schizotypal Personality Questionnaire (SPQ) (Raine, 1991; Vollema & Hoijtink, 2000) , involving a self-report 74-item questionnaire with a dichotomous response format (yes/no), was utilized to assess schizotypal personality traits. Each "yes" response on the SPQ scores one point, so that the total raw score can range from 0 to 74. The SPQ is a self-report multidimensional measure of schizotypy, which was developed not only as a clinical tool to assist in the diagnosis of schizotypal personality disorder, but also as a screening or research tool for the detection of subclinical pathology or the evaluation of inter-individual differences in schizotypal traits in the general population. The reliability and validity of the SPQ have been well-established (Calkins, Curtis, Grove, & Iacono, 2004; Raine, 1991; Vollema, Sitskoorn, Appels, & Kahn, 2002) . The SPQ consists of nine subscales (Tables A1 and A2) . Factor analytic studies have demonstrated that the SPQ can be subdivided, in both community and clinical samples, into three distinct factors (Calkins et al., 2004; Raine, 1991 Raine, , 2006 Raine, Reynolds, Lencz, Scerbo, Triphon, & Kim, 1994; Vollema & Hoijtink, 2000; Vollema et al., 2002) , referred to as: (1) Cognitive-Perceptual Deficits (SPQ1), related to the "positive" clinical symptoms of schizophrenia (e.g., delusions, hallucinations); (2) Interpersonal Deficits (SPQ2), close to the "negative" symptoms (e.g., blunted affect, lack of motivation) and social impairment; and (3) Disorganized (SPQ3), related to the disintegration of thinking and behavior in schizophrenia (e.g., disorganized speech, bizarre behaviors). Measures of these three factors of schizotypy were derived by summation of the subscale raw scores for the relevant factors. In addition to the nine subscale scores and three factor scores, a total SPQ score was computed by summation of all the raw scores.
Substance Use, Feelings of Anxiety or Depression, and Perceived Discrimination -The questionnaire also contained questions asking to provide information, using a 4-point Likert-type response scale ("never", "sometimes", "often", "always"), about the participants' frequencies of: (a) use of alcohol (beer, wine, or other alcohol-containing drinks); (b) tobacco smoking; (c) use of cannabis (marijuana or hashish); (d) use of hard drugs (e.g., heroine, cocaine, amphetamines/speed/pep, XTC, or hallucinogenics); and (e) feelings of anxiety or depression in daily life. For Moroccan migrants, four questions were also included asking to indicate the degree to which he or she agrees or disagrees, on a 5-point Likert scale ("strongly disagree", "disagree", "neither agree nor disagree", "agree", "strongly agree"), with the following statements about feelings and experiences of ethnic discrimination, hereafter termed perceived discrimination, (1) "I do not feel accepted by native Dutch", (2) "I have been bullied or insulted due to my ethnic background", (3) "I have been threatened or attacked due to my ethnic background", and (4) "I feel others have behaved in an unfair or negative way toward my own ethnic group".
In addition to using the raw data distributions, the responses were scaled to obtain quantitative measures, using a scale of 1 to 4 for the data on substance use and feelings of anxiety or depression, and a scale of 0 to 4 for the data on perceived discrimination. Additionally, both the three scores obtained for substance (excluding alcohol) use and the four scores obtained for perceived discrimination were summed to derive measures of the overall levels of substance use and perceived discrimination. Also, the percentages of users of each class of substance in each group were employed as dependent variables. Note that we anticipated that the number of hard drug users among the participants would be small, as use of these substances is uncommon in the general population, and that alcohol use among the Moroccan migrants, almost all of whom would describe themselves as Muslim (The Netherlands Institute for Social Research, 2005) , would be limited due to cultural and religious factors.
Statistical Analysis
To coefficient (r) was computed to examine the relations between the overall measure of perceived discrimination and the SPQ measures. Holm's sequential Bonferroni procedure was used to control for Type I error across the six pairwise group comparisons at the .05 level (two-tailed) of significance.
Although we are fully aware of the interpretative difficulties that may arise when ordinal data are converted to interval data, it seems reasonable to endorse a pragmatic orientation to the relation between level of measurement and type of statistical analysis (Pedhazur & Pedhazur-Schmelkin, 1991) . Correspondingly, we believe that the parametric tests on the ordinal data are useful here because: (a) they provide additional information about the direction of the average answer; (b) the underlying scale and measured variable can be thought of as if continuous;
and (c) they enable the assessment of interactions between factors, as well as allowing statistical control of other, potential confounding variables, particularly age.
Preliminary data inspection showed that significant age-related differences existed among the groups (Table 1) and that age exerted a modest, though significant, effect on the SPQ and substance use measures. Therefore, we took possible age-related effects on between-group differences into account by entering age as a covariate in the ANOVA and by partialling age-related effects out from the computed Pearson r. As statistical control of "nuisance" or potential confounding variables is by no means trivial (Meehl, 1970; Pedhazur, 1997) , we present the results on both the raw, uncorrected data and the age-adjusted data, as recommended (Simmons, Nelson, & Simonsohn, 2011) .
Results

Schizotypal Personality Traits
Significant main effects of FH were observed for the total SPQ score, SPQ1 (Cognitive-Perceptual Deficits) factor score, and SPQ2 (Interpersonal Deficits) factor score (Tables 2 and 3 ), reflecting that participants who had been classified as FHP, averaged across both migrant groups, displayed higher scores than participants who were classified as FHN (e.g., Total SPQ score: M = 20.2, SD = 11.6 vs. M = 11.6, SD = 9.4). A significant main effect of migration status was also found for the SPQ2 (Interpersonal Deficits) factor score ( Table 3 ), reflecting that Moroccan migrants, averaged across both FH groups, showed a higher SPQ2 factor score than did the Dutch nonmigrants (M = 8.4, SD = 5.6 vs. M = 5.5, SD = 5.2) ( Table 2) . Table 2 Schizotypal Additionally, a significant FH main effect was seen for the SPQ3 (Disorganized) factor score, along with a significant two-way interaction with migration status (Table 3 ). The interaction reflects that Moroccan migrants who were classified as FHP manifested a higher SPQ3 score than did Moroccan migrants who were considered FHN ( Table   2 ). As indexed by the effect size estimate (η p 2 ), FH made a greater independent contribution to the total variance in the SPQ measures (from about 4% of SPQ3 variance to 15% of SPQ1 variance) than did migration status (from about 3% of SPQ1 variance to 6% of SPQ2 variance), irrespective of the exclusion or inclusion of age as a covariate (Table 3) . Pairwise comparisons support the aforementioned results, but also indicate that in particular the Moroccan migrants who were classified as FHP displayed significantly higher scores, not only on the SPQ3, but on all SPQ measures when compared directly to the Moroccan migrants who were considered FHN ( markedly from the Dutch nonmigrant groups (Table 2) . Similarly, at the SPQ subscale level (Tables A1 and A2), FH main effects were found for most of the subscales, whereas effects of migration status (except for the main effect on No Close Friends) were significant only in interaction with FH and were restricted to the Odd/Eccentric Behavior, Odd Speech, and Suspiciousness subscales. Correspondingly, elevated scores on these subscales were seen only among Moroccan migrants who were classified as FHP (Table A1) .
Substance Use
As anticipated, the percentage of alcohol users among Moroccan migrants was significantly lower than seen among Dutch nonmigrants (21% vs. 88%; Tables 5 and A3 ). Moroccan migrants also reported to use alcohol less frequently than Dutch nonmigrants. No significant overall differences in the percentage of alcohol users, or in the frequency of alcohol use, were found as a function of FH.
The percentages of tobacco smokers, cannabis users, and substance users in general did not vary significantly as a function of migration status or family history (Tables 5 and A3 ). Only 6 participants reported to use "sometimes" hard drugs, which precluded statistical group comparisons. Yet, it is noteworthy that Moroccan migrants who were classified as FHP included the highest proportion of hard drug users (Table 5) .
Moreover, Moroccan migrants with a FHP tended to include higher percentages of users of alcohol and cannabis, as well as reporting to smoke tobacco more often, than did the Moroccan migrants with a FHN (Table 5) . However, these FH-related differences approached (ps ranging from .023 to .057), though did not exceed, strict Bonferroniadjusted levels of significance and, for tobacco smoking, became no longer significant when age-related effects were taken into account (Table A3) .
Nonetheless, a significant two-way interaction effect was detected on the overall level of substance use, irrespective of age (Table A3 ). Moroccan migrants who had been classified as FHP reported to use substances significantly more often as compared to Moroccan migrants who were classified as FHN, F(1, 60) = 11.63, p = .001, η p 2 = .162; F(1, 59) = 7.59, p = .008, η p 2 = .114, who in turn did not differ from the Dutch nonmigrant groups (Table 5) .
To assess whether the observed FH-related group differences among the Moroccan migrants in the overall level of substance use contributed to the differences between these groups in the SPQ measures, we carried out an additional ANCOVA, including both age and the overall level of substance use as covariates. It was found that the differences between the FHP and FHN migrant groups in the SPQ measures became smaller, yet remained large and significant after group differences in age and the overall level of substance use were taken into account (e.g., Total SPQ score: F(1, 58) = 9.06, p = .004, η p 2 = .135).
Feelings of Anxiety or Depression
No significant overall differences were found as a function of migration status, but individuals who were considered FHP reported, across migrant groups, a higher frequency of feelings of anxiety or depression than did individuals with a FHN (Tables 5 and A3 ). Also, Moroccan migrants who had been classified as a FHP reported to experience feelings of anxiety or depression more often than did Moroccan migrants with a FHN, but they did not differ significantly from the Dutch nonmigrant groups (Table 5) .
Perceived Discrimination
Moroccan migrants who were classified as FHP reported a higher overall level of agreement with the four statements on ethnic discrimination than did the Moroccan migrants classified as FHN ( migrants with a FHP reported, as compared to migrants with a FHN, to perceive more often ethnic discrimination, particularly discrimination against members of their own ethnic group in general, as opposed to direct personal experiences of ethnic discrimination.
Significant correlations were seen in the data from the Moroccan migrants who were classified as FHP between the overall measure of perceived discrimination and the total SPQ score, r(22) = .507, p = .011, pr(21) = .506, p = .014, SPQ1 factor score, r(22) = .445, p = .029, pr(21) = .445, p = .033, SPQ2 factor score, r(22) = .461, p = .023, pr(21) = .470, p = .024, and SPQ3 factor score, r(22) = .482, p = .017, pr(21) = .488, p = .018, such that higher levels of perceived discrimination were associated with higher SPQ scores (Figure 1) . No significant (partial) correlations (ps > .267) were observed in the data from the Moroccan migrants who were considered FHN. Figure 1 . Scatter plot and least-squares regression line relating the overall scores of perceived discrimination to the total Schizotypy Personality Questionnaire (SPQ) scores observed among Moroccan migrants who had been classified by the presence of a family history of psychopathology (n = 24).
Discussion
As a group, Moroccan migrants were found to display a higher Interpersonal Deficits (SPQ2) factor score than did the Dutch nonmigrants, whereas no significant overall group differences were observed in the scores on the total SPQ, Cognitive-Perceptual Deficits (SPQ1), and Disorganized (SPQ3) factor. To our knowledge, these results are new, and support the hypothesis that higher levels of schizotypal traits, especially those related to social-interpersonal impairment, are prominent personality characteristics among Moroccan migrants, which potentially contribute to the markedly raised risk for psychotic and mood disorders observed in this ethnic minority population in the Netherlands (Selten et al., 2001 (Selten et al., , 2012 Veling, Selten, Susser, et al., 2007 ).
This conclusion, however, should be qualified because not all individuals within the Moroccan migrant group showed elevated Interpersonal Deficits scores, but primarily those migrants who had been classified as having a family history of a psychiatric or substance use disorder. These findings underline that Moroccan migrants cannot be considered as a homogenous group, but that great heterogeneity exists within one ethnic minority group.
Moreover, Moroccan migrants who were characterized by a pre-existing familial load of psychopathology manifested substantially higher scores on the total SPQ, Cognitive-Perceptual Deficits, and Disorganized factor. Similarly, they reported higher levels of substance use and feelings of anxiety or depression than did the Moroccan migrants Furthermore, Moroccan migrants with a familial load reported, as compared to Moroccan migrants without such a family history, to perceive more often ethnic discrimination, which closely paralleled, in a dose-related manner, their SPQ scores. The latter finding bears a strong resemblance to the reported associations between perceived discrimination and psychotic and mood symptoms and disorders (Berg et al., 2011; Noh & Kaspar, 2003; Veling, Selten, Susser, et al., 2007) . The present findings are in line with vulnerability-stress models of psychotic disorder (Cannon et al., 2003; Collip et al., 2008; Lenzenweger, 2006; Meehl, 1962 Meehl, , 1990 Morgan et al., 2010; Raine, 2006; Tsuang et al., 2002; Zubin & Spring, 1977) . The results support our hypothesis that primarily those Moroccan migrants who have a pre-existing familial load, along with relatively high levels of substance use and feelings of anxiety or depression, and enhanced perceptions of ethnic discrimination, are most vulnerable (and/or most susceptible to adverse environments, see Rutter et al., 2006; van Os et al., 2008) and exhibit the highest levels of schizotypal traits.
It seems even plausible to assume that a small number of Moroccan migrants who exhibited the highest SPQ scores fulfilled already, at study entry, formal clinical diagnostic criteria for schizotypal personality disorder (SPD),
given that highly elevated SPQ scores in community samples have a well-established relationship to SPD (Raine, 1991 (Raine, , 2006 . Alternatively, the Moroccan migrants who had a familial load and who displayed the highest SPQ scores were functioning in the pre-onset or prodromal stage of illness. This stage is characterized by subclinical and nonspecific symptoms, or an "ultra-high risk" mental state, which herald the onset of a full-blown clinical psychotic or depressive episode (McGorry, Killackey, & Yung, 2008; van der Stelt, Lieberman, & Belger, 2005; van Os & Linscott, 2012) . However, as the present study employed a cross-sectional design, longitudinal followup data are required to examine the latter hypothesis.
Family history was associated with generalized and moderate-to-strong effects on the SPQ measures, whereas migration status was associated with relatively specific and small-to-moderate effects. Furthermore, family history and migration status made independent contributions to the variance in the Interpersonal Deficits scores, indicating that the effects of these two variables on this factor of schizotypy are mediated by partially distinct mechanisms.
Family history, but not migration status, showed a significant association, not only with the level of anxiety or depression experienced in daily life, but also with the Cognitive-Perceptual Deficits factor, which has been linked specifically to the latent, unexpressed genetic vulnerability to schizophrenia (Vollema et al., 2002 ; but see Raine, 2006) . It may be hypothesized, then, that the effects conferred by family history are largely mediated by familial-genetic factors, which may affect all SPQ factors, yet may be most closely linked to Cognitive-Perceptual Deficits, along with effects on risk for psychopathology in general. By contrast, the effects conferred by migration status may be determined primarily by socio-environmental factors, which may be reflected most strongly by Interpersonal Deficits.
Additionally, the interaction effects between family history and migration status may be manifested specifically in the Disorganized factor. This interpretation seems compatible with the distinction between two postulated clinical subtypes, namely "neurodevelopmental schizotypy" which is mediated mainly by genetic and early biologic risk factors and is linked to schizophrenia, and "pseudo-schizotypy" which originates primarily from later psychosocial adversity (Raine, 2006) . In a similar vein, it has been hypothesized that there exists both a neurodevelopmental pathway and a sociodevelopmental pathway to psychotic disorder (Morgan et al., 2010 that a familial-genetic vulnerability and the chronic exposure to adverse social environments, particularly ethnic discrimination, together with substance use, all contribute, in both a simple additive and an interactive synergetic fashion , to the markedly higher levels of schizotypal traits seen among the Moroccan migrants with a family history of psychopathology.
The present study has several strengths and limitations that require consideration. Initially, a strategic advantage is that we utilized the "high-risk" design and examined community volunteers, and not clinically diagnosed patients.
It is unlikely, therefore, that the obtained results are confounded by treatment, hospitalization, acute psychosis or other factors related to clinically expressed psychiatric illness (Lenzenweger, 2006; Raine, 2006; van der Stelt, 1999; van der Stelt et al., 2005) . Similarly, we evaluated only migrants from Morocco, and not migrants from other non-Western countries (e.g., Suriname, Turkey), which facilitates statistical conclusion validity, yet may limit external validity. Indeed, differences in incidence rates of psychotic disorder observed between migrant groups (Coid et al., 2008; Fearon et al., 2006; Kirkbride et al., 2012; Selten et al., 2012; Veling, Selten, Susser, et al., 2007) have been related to the operation of additional risk factors (e.g., pregnancy or birth complications, disrupted family structure) or protective factors (e.g., socio-ethnic support, ethnic group identity) that are specific for a given migrant population (Kirkbride et al., 2012; Morgan et al., 2010) . Alternatively, migrant groups with the highest rates of psychotic disorder may have been exposed to comparatively greater social adversity and higher levels of ethnic discrimination, which actually apply to first-and second-generation Moroccan migrants who live in present-day Dutch society (The Netherlands Institute for Social Research, 2005; Roes 2008; Veling, Selten, Susser, et al., 2007) . In any case, it is difficult to assess the external validity of the present results; additional research is required to determine whether the findings generalize to the Moroccan migrant population as a whole and whether they generalize to other migrant groups.
Additionally, we employed a nonexperimental design, which cannot definitely exclude potential bias or confounding (Meehl, 1970; Pedhazur, 1997) . Literacy, cultural or ethnic-specific factors, however, do not seem to have confounded the results because enhanced levels of SPQ scores were found mainly among the Moroccan migrants with a family history of psychopathology, and not among the Moroccan migrants without such a family history.
Also, most participants were born in larger cities and the four groups did not differ by season of birth, making it unlikely that these postulated risk factors acted as confounding variables. Despite these observations, in nonexperimental research it is difficult to identify and rule out all potential confounding or "nuisance" variables (e.g., prenatal adversity, birth complications, urban living, impaired family environment) other than the independent variables as possible alternative explanations for observed results, particularly in the absence of a theoretical and conceptual framework that specifies the nature (e.g., exogenous vs. endogenous, mediator vs. moderator), magnitude, and direction of the relationships among all variables involved (Meehl, 1970; Pedhazur, 1997) . Accordingly, one should be cautious when interpreting the present findings until they have been replicated, refined, or refuted.
Another potential study limitation is that we collected all the data through self-report questionnaires instead of interviews. A more thorough assessment using a personal interview could have provided more accurate and detailed information. However, it has been shown that a multidimensional paper-and-pencil self-report measure as the SPQ is reliable and valid to characterize schizotypal features in community and clinical samples (Calkins et al., 2004; Raine, 1991 Raine, , 2006 Raine et al., 1994; Vollema & Hoijtink, 2000; Vollema et al., 2002) . Yet, the self-report measure of substance use may have underestimated the extent of substance use among the participants. However, we emphasized the confidentiality of the obtained data and, relative to a direct interview, a self-report questionnaire offers participants a stronger feeling of anonymity (Evans & Rooney, 2008) . Furthermore, the attitude towards substance use is fairly liberal and tolerant in the Netherlands. This and our emphasis on the protection of privacy make it unlikely that the answers given by the participants are confounded by social desirability. Even if social desirability or some other kind of response bias did occur, this may not have affected the observed between-group differences as long as there is no differential misreporting between the four groups.
Additionally, our self-report measure of family history risk status was not focused on a diagnostically specific psychiatric or substance use disorder, but on psychopathology in general. The reasons behind this choice were that a family history of psychopathology holds significance for psychotic illness (Arendt et al., 2008; Mortensen et al., 2010; van Os & Linscott, 2012) , and represents a robust nonspecific risk factor (McLaughlin et al., 2012; van der Stelt, 1999) . Another reason was related to practical limitations and the fact that we should have examined substantial larger sample sizes if we had focused solely on a family history of psychotic disorder because such a family history is uncommon in the general population. Similarly, from a public health perspective, there may be more widespread benefits involved to identify risk factors for psychopathology in general because the base rates are substantially higher in the general population (Jones & Tarrant, 2000; Weiser et al., 2005) . Nonetheless, an important goal for future research is to determine whether the effects associated with migration status and family history on schizotypal traits as reported herein are different in nature or magnitude when diagnostically more specific disorders are assessed among family members.
These study limitations notwithstanding, we observed that Moroccan migrants, primarily those with a familial load of psychopathology, display highly elevated levels of schizotypal traits. Moreover, higher levels of schizotypal traits seen among Moroccan migrants with a familial load paralleled their enhanced perceptions of ethnic discrimination, along with higher levels of substance use and feelings of anxiety or depression. We hypothesize that all these risk factors may contribute to the markedly raised incidence rates of psychotic and mood disorders found in this ethnic minority population in the Netherlands (Selten et al., 2001 (Selten et al., , 2012 Veling, Selten, Susser, et al., 2007) . More broadly, the present results add to the evidence that migration status and perceived discrimination are associated with mental health. Note. Statistical analyses involve two-way (migration status and family history of psychopathology) univariate analyses of variance (ANOVAs) and covariance (ANCOVAs) including age as a covariate. SPQ = Schizotypal Personality Questionnaire. M = migration status. FH = family history of psychopathology. M x FH = two-way interaction between M and FH. 
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